Sir,

Spontaneous drainage of tubercular cavity by way of caverno-cutaneous fistula without pleural spillage is an uncommon occurence. Till now only four cases with herniation of lung substance via chest wall fistula have been reported but we encountered a rare case of spontaneously ruptured tubercular cavity with cutaneous fistula without herniation of any lung substance and associated pleural spillage with it, this makes this case a unique and rare presentation. Diagnosis was made with the help of a retrograde sinogram followed by a contrast enhanced computerized tomography (CECT) supported by other radiological and microbiological work up. Patient was adequately treated with anti-tubercular therapy (ATT) and appropriate antibiotic therapy, the details of which are elaborated further in this case.

Fistula is an abnormal communication between an organ, vessel or intestine and other structure such as skin. In this case a tubercular cavity is communicating outside through a fistulous tract, the other end of which was opening over the chest wall anteriorly. The development of caverno-cutaneous fistula in this case probably resulted due to rupture of cavity which was in immense tension because of the endobronchial lesion which was acting like a check valve (one-way valve). The rupture of cavity to the exterior into the chest wall was not associated with complications like herniation of lung substance/pyo-pneumothorax because of the pleural symphysis that musts have taken place. Absence of evidence of other causes of fistula in the chest wall as well as prompt response to ATT confirm the etiology of tubercular origin.

A 40 year-old man, working as a labor in a stone crushing factory presented with a discharging sinus over left anterior chest wall since 20 days \[[Figure 1](#F1){ref-type="fig"}\]. Evident leaking of air in and out from the sinus while breathing and coughing was present. Initially there was a swelling of approximately 2 × 2cm size which was increasing progressively in size and was expansile on coughing since last 2 weeks after which suddenly it got ruptured spontaneously with leakage of pus and air from it. The patient also had complaints of mild continuous fever with evening rise coupled with cough with phlegm production since last 1 month and dull aching chest pain in the area surrounding the sinus. Cough was neither foul smelling nor any postural/diurnal variation of cough was present. There was no history suggestive of penetrating trauma nor there was any history of any other chronic medical illness in the past.

![Evident chest wall opening of the fistulous tract (arrow) with discharge of pus from it](LI-33-474-g001){#F1}

Gross examination revealed a discharging sinus over left second intercostal space approximately 2 cm lateral to the sternum with size of 1.5 cm, signs of ongoing inflammation were present. There was an undermined ulcer with leakage of air from it and cough impulse was present. Auscultation revealed diminished air entry in left infrascapular and infraclavicular area. Examination of other systems was within normal limits.

Hematological examination was unremarkable except a highly raised erythrocyte sedimentation rate (ESR) of 80 mm in first hour and hemoglobin of 7.5 gm%. Sputum for acid fast bacilli and pyogenic culture was negative. A mantoux test revealed induration of 20 mm after 72 hours. Serology for HIV and Hepatitis B was negative. Chest-X-ray of the patient revealed a large cavity in left upper lobe \[[Figure 2](#F2){ref-type="fig"}\] which was connected with the chest wall through a fistulous tract. To study the tract of the fistula we instilled Iohexol dye (non-ionic) into the chest wall opening of the fistula from outside (reverse sinogram). Following the dye insertion a CECT was performed which revealed the dye reaching retrogradely into the cavity and even the bronchus was also visualized \[[Figure 3a](#F3){ref-type="fig"} and [b](#F3){ref-type="fig"}\] There was a cavity with fibrotic band seen in left upper lobe. Patient was managed conservatively with ATT and regular dressing and cleaning of the sinus and he responded well to this treatment with complete healing of sinus in 3 weeks. Patient case showed appreciable weight gain during subsequent follow up. ATT was given for 6 months.

![Chest-X-ray PA view revealing a large cavity in left upper lobe](LI-33-474-g002){#F2}

![(a) Fistulous tract (arrow) connecting the chest wall and the cavity as visualized after dye insertion on CECT. (b) Visualization of bronchus (arrow) after dye insertion](LI-33-474-g003){#F3}

Chest wall tuberculosis can occur as a result of contagious spread from adjacent pleura/lung as well as hematogenous spread.\[[@ref1]\] Chronic tuberculosis is usually accompanied with pleurisy and dense pleural adhesions that obliterate the pleural space. In this case as discussed earlier rupture of cavity directly into the chest wall without pleural spillage\[[@ref2][@ref3]\] probably resulted due to localized adhesion of parietal and visceral pleura due to inflammation evoked by the tubercular cavity along with progressively increasing tension in the cavity which resulted in its spontaneous rupture in the chest wall. The other probable reason for fistula formation is the weakening of muscles in intercostal space\[[@ref4][@ref5]\] due to continuous ongoing adjacent inflammation and vigorous coughing by the patient that acted as a driving force and led to spontaneous rupture of cavity into the chest wall after traversing the pleura and formation of discharging sinus.\[[@ref1]\] Another important thing in this case was the location of the discharging sinus which was located anteriorly between the sternum exactly close to the costo-chondral junction and it is this precise location which is anatomically weak due to absence of external intercostal muscle.\[[@ref6]\]

As we have mentioned earlier and depicted in [Figure 3b](#F3){ref-type="fig"} that the dye reached upto the bronchus which indicates that the cavity was in direct communication with the bronchus and this makes an alternate route for drainage of contents of the cavity other than fistulous tract. This may be the other reason for reduced chances of spillage of cavity contents into the pleural space. Sinograms followed by a CECT are usually very much needed in diagnosing the exact etiology for sinus formation, as was done in this case. *Actinomyces* bacterial infection and traumatic lung injury were important differential diagnosis in this case. Patient responded well to ATT and conservative treatment with no future recurrence of the disease.
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